ip dislocations occur as a result of trauma, such as a motor vehicle accident when the distal femur collides with the dashboard of the vehicle and posteriorly dislocates the hip joint. [1] [2] [3] [4] [5] Hip dislocations may also occur as a result of sport participation, however, the likelihood of this injury occurring via sport is much less.
1-4 Sport-related hip dislocations comprise only 2-5% of all hip dislocations reported per year.
1 The injury can be associated with serious associated harm such as avascular necrosis, sciatic impingement, and osteoarthritis.
6,7 Hip dislocations that occur posteriorly are more common than anterior dislocations and account for 90% of all sport-related hip dislocations. 4 Most hip dislocations produce general pain and possible neurological symptoms. 4, [6] [7] [8] [9] Posterior hip dislocations usually occur with the hip in a flexed and adducted position while an axial load is placed upon the femur.
10 General signs and symptoms of a posterior hip dislocation include immediate and immense pain in the hip and buttocks, and deformity of the hip with the leg positioned in hip flexion, internal rotation, and adduction.
10 The athlete will also be unable to actively move their lower extremity.
Two classification systems have been suggested to help identify the severity of posterior hip dislocations. 4 The Thompson-Epstein system, which identifies classification on radiographic pathology, uses five classification types that progress in severity of injury 4 (Table 1 ). This system is primarily used to help clinicians with the decision-making process for appropriate management of care.
The Stewart and Milford system identifies four classification types similar to the Thompson-Epstein classification model. However, the Stewart and Milford system is based on functional stability of the hip and specifically addresses prognostic implications based on acetabular stability 4 (Table 2) . If there are no complications, most athletes with a type 1 posterior hip dislocation are able to return to sport in approximately three to four months. 4, [6] [7] [8] [9] 11 Recovery from a Posterior Hip Dislocation: A Case Report The purpose of this case report is to document the outcome for an athlete who suffered a posterior hip dislocation without an associated fracture-a Stewart and Milford type 1 classification. This case includes background information on posterior hip dislocations, description of the immediate on-field treatment as well as the three weeks of follow-up rehabilitation, and the successful return to play and follow-up.
H

Procedures and Findings
The patient was a 16-year-old football athlete taking part in a preseason scrimmage. The athlete was injured while attempting to recover a fumble and was impacted by multiple athletes jumping and diving onto the pile attempting to recover the football.
When the pile of players dispersed, the athlete continued to lay on the field. During the on-field assessment, the athletic trainer observed the athlete's right lower extremity was rotated internally and that he could not voluntarily move it. Based on the position of the athlete, the athletic trainer suspected a posterior hip dislocation due to deformity and pain near the femoral trochanter.
Upon recognition of the hip deformity, the athletic trainer stabilized the right leg in its current position and informed his colleague to call 911 since there was no ambulance at the game. The athletic trainer continued to assess the patient and no other injuries were found. The athletic trainer continued to stabilize and monitor vitals of the athlete until the ambulance arrived. Once the ambulance arrived, the athlete was secured on the spine board where his leg was stabilized and supported with pillows and towels. The athlete was then lifted onto the stretcher and placed in the ambulance for transportation to the local hospital for further testing and reduction of the right posterior hip dislocation. The radiographic image (Figure 1 ) confirmed a posterior hip dislocation without an associated fracture to the head of the femur or acetabulum. Following confirmation of diagnosis, the athlete was given a local anesthetic to relax the muscles surrounding the joint and the doctors were able to reduce the hip (Figure 2) . The athlete reported an immediate postinjury pain level of 2 out of 10 on the visual analog scale. The team physician 
